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Background:  Acute cellular and antibody-mediated rejection is a significant cause of morbidity and mortality in the heart transplant patient. 
Sequelae of such rejection can occur in early and late windows. Identification and treatment of these potentially delayed processes is 
paramount to resolving severe complications.
case:  A 61 year old male presented to transplant clinic for a one month history of syncope and dyspnea on exertion. His medical history 
included orthotopic heart transplant eight years prior for ischemic cardiomyopathy. Immunosuppression regimen included cyclosporine and 
mycophenalate mofetil without significant rejection history. Physical exam showed euvolemia with a regular heart rate and rhythm. Patient 
was admitted to telemetry for further evaluation.
decision Making:  During exertion, patient developed recurrent junctional escape normocardia with hypotension and presyncope. 
Symptoms and arrhythmia were reproduced by tilt table and chronotropic assessment stress testing. Echocardiography showed preserved 
systolic function. Hemodynamic catheterization during the arrhythmia at a heart rate of 64 bpm demonstrated a cardiac output of only 
2.3 L/min. Endomyocardial biopsy was collected given suspicion for acute rejection in the setting of sinoatrial dysfunction but otherwise 
normal graft function. Permanent pacemaker placement was then arranged. Prior to the procedure, pathology reported diffuse interstitial 
inflammatory cell infiltrates, intimal arteritis and positive C3d and C4d capillary staining consistent with combined severe acute cellular 
rejection and antibody-mediated rejection. Pacemaker was cancelled and patient received pulse dose steroids, serial plasmapharesis, 
intravenous immunoglobulin and later anti-thymocyte globulin/rituximab. Patient’s syncopal syndrome resolved without any further 
arrhythmia. He was discharged home with tacrolimus over cyclosporine.
conclusion:  This case demonstrates the importance of rejection in the differential of a new cardiac complication irrespective of the time 
since heart transplantation. Prompt recognition and aggressive immunosuppression can result in excellent outcomes. 
